With regard to treatment chronic venous ulcers may be divided into two categories: those (60%) that respond well to treatment and those (40%) that do not. In those that respond well the ulcer develops above a cushion of dilated veins one ofwhich is usually but not necessarily a perforating vein. Once these veins have been eliminated by compression, injection, or surgery the ulcer heals spontaneously or more rapidly with a partial thickness skin graft. This skin graft should remain supported by adequate elasticated compression from the toes to the knee at all times when the leg is dependent postoperatively and should be continued indefinitely.
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In ulcers that do not respond well the dependence on dilated veins is not evident and the main pathophysiological factor is severe dysfunction ofthe calf muscle pump. This in turn results from several factors occurring in various combinations. They are: an increased number ofincompetent communicating veins; varicosities of both long and short saphenous veins; a restricted range ofmovement at the ankle and metatarsal joints; and a "chronic compartment syndrome" due to the induration ofepifascial tissues. The treatment ofchoice is the improvement ofthe muscle pump effect by a subfascial operation ligating incompetent perforating veins combined with skin grafting ofthe ulcer.
Less often the cause ofnon-healing is mycotic infection, a lowered resistance to infection by the patient, or arterial insufficiency. More rarely ulcers may be oftuberculous or syphilitic origin or a complication of systemic diseases such as ulcerative colitis. It should also be borne in mind that malignancy can occur in long standing ulcers and that a biopsy should therefore be performed whenever there is doubt about the diagnosis. Dr Medicine is an attractive career in India; a doctor has the potential to earn a good salary and the profession is generally held in high esteem. And, unlike Britain, where exhaustive media coverage of matters medical has resulted in an aware and at times demanding public, medicine in India remains mysterious-which if not necessarily in the patients' best interests is often in the best interest of the profession. But all is not a bed of roses, and as the pool of trained doctors grows and as it becomes harder to find work in former outlets such as America and England competition in the urban areas (and few want to go to a rural area) is intense and unemployment a reality. Furthermore, the system of job allocation and promotion is such that career prospects (irrespective of merit) are a good deal more equal for some than for others.
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Getting a foothold
The road ahead is tough for newly qualified graduates. If they fail to gain a place on a postgraduate training rotation or an appointment in the state government or central government services-and only a minority do-they must either opt for hospital attachments, jobs for which they actually have to pay a monthly stipend, or try to find a niche in the private sector. For many this means a job as a house officer in either a large private hospital or a small private nursing home or clinic. I talked to one young doctor in his room in one of the larger private hospitals in Bombay. The room was small and shabby, not dissimilar to the average on call room in Britain, but he had to share it with two other doctors. Furthermore, he had slept in it every night over the last three weeks because he had no official time off, cover being arranged on an ad hoc basis. His pay was half that for the equivalent job in a state hospital, which made it less than that of the sweepers and liftmen. But the poor salary and accommodation, and long working hours would be acceptable (for in this respect junior jobs in the private sector are not that much worse than state hospital posts) if the posts were "recognised" to give suitable BRITISH MEDICAL JOURNAL VOLUME 290 27 APRIL 1985 teaching had been exposed and these down to earth practical books are a salutory read. They do not attempt to dictate a Western style of practice, and the power of placebo mixtures and colourful injections is acknowledged in dealing with a public that fervently believes in their healing powers.
Climbing the hospital ladder
Once a doctor has obtained a postgraduate degree he or she may enter the competitive jungle of urban private practice, go abroad, continue in state or central government service, or attempt to get a post as a faculty member in one of the teaching hospitals. The latter are highly sought after because a position as a faculty member in the local teaching hospital increases earnings in private practice by virtue of the professional respectability that it carries and the fact that the doctor has access to the hospital's free facilities and specialist skills. Competition to get on the lowest rung of the permanent teaching hospital staff is, therefore, fierce and, once more, who you know is at least as important as academic ability. As I have emphasised in this series, influence with local politicians is the most effective lever to achieving anything in India and this is as true for medicine as any other walk of life. It is, however, a bitter truth for the idealistic and bright young doctor who gets passed over in favour of one who is unequivocally less able.
Once a doctor has moved mountains and got the hospital position that he desires (usually at the level of a lecturer) I was astonished to hear that promotion is automatic and depends purely on seniority. Neither clinical skills nor academic ability seem to enter into it, thus while you wait for your senior colleague to retire (at 58) Publishers, 1983. What is the scientific basisfor refusing to take a blood donation from a person wi'th a blood pressure of 170/100? Health screening procedures before blood donation are designed to ensure that so far as possible no harm will come to either the donor or the recipient of the blood. The donor must therefore appear to be physically fit and well. Blood pressures of 170/100 merely border on the range regarded as indicative of hypertension. Your questioner rightly challenges the scientific validity of rejecting donors at this level. Rejection of such donors results in anxiety to themselves and inconvenience to their general practitioners since subsequent blood pressure readings are so frequently normal. Hypertension is, however, regarded as an underdiagnosed condition. At pressures exceeding this value it has been considered that investigation is justified and that considerably increased morbidity is likely. The risks associated with a blood pressure of 170/100 are not likely to be perceptibly different from that of the normal population, but figures of this order have become accepted as the cut off point above which the diagnosis of hypertension is considered. Voluntary blood donation from people with pressures up to 200/100 has, in fact, not been shown to be associated with any increased rate of donor complications.2 Few donors experience transient episodes of profound hypotension after donation. If this were to occur in the presence of the cerebrovascular or coronary disease that is associated with hypertension serious ischaemia could result. In general, therefore, the risks of such mishaps will probably increase with the severity of hypertension. It seems best, so far as the safety of volunteer donors is concerned, to err on the side of caution. Donors carried away by ambulance make for extremely bad publicity for the National Blood Transfusion Service.-j A F NAPIER, director, Welsh Regional Blood Transfusion Service, Cardiff. If a woman does not experience withdrawal bleeding when taking the comrbined contraceptive pill should the pill be stopped?
Absence of withdrawal bleeding in women taking the combined contraceptive pill is common and is not an indication for discontinuing the preparation. Excluding pregnancy is, however, a reasonable precaution.-G J LEWIS, consultant gynaecologist, Stourbridge.
Correction
Fluid intake during marathon type races
The first sentence to this answer to an Any Questions (30 March, p 988) should read: "The volume of fluid lost by perspiration and evaporation during marathon racing obviously depends on the ambient temperature but may amount to 20%/o of body weight (around 15 1 for someone weighing 70 kg)."
